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F 000 [ INITIAL COMMENTS ' FO000} I 272:
During the annual Recertification survey and How the corrective action(s) will be

investigation of complaint # 40402 conducted
TITAT - 7118/17, at Baptist Health Care Center,
no deficiencies were cited refated to the

accomplished for those residents
found to have been afficted by the

complaint under CFR 483, Requirements for deficient practice.
Long Term Care Facilities.
F272 4%%%%(2?&2{\?TOSMPREHENSIVE ‘ F272) Resident #53°s functional stalus was ;
85=D | A te-assessed on 8/8/17 and a corrected
(b) Comprehensive Assessments MDS was_compleied on 8/9/17 o E
reflect resident’s appropriate -'
(1) Resident Assessment [nstrument. A facility ’ functional status.

must make a comprehensive assessment of a
resident's needs, strengths, goals, fife history and

preferences, using the resident assessment How the facility will id antify other

instrument (RAI) specified by CMS. The Residents having the potential to be
assessment must include at least the following: affected by the same deficient
practice.

() ldentification and demographic information
(i} Customary routine.

(i) Cognitive patierns. All tesidents have the petential to be
(iv) Communicaion, affected. 100% of all resident’s

(v) Vision. _ current activities of daily living

{vi)} Mood and behavior patterns. functional status will be audited by the

{vii} Psychological well-being.

{vii}  Physical functioning and structural Minimum Data Set Nursz or designec

problems. (Director of Nursing, Assistant
(ix) Continence. B - Director of Nursing, or Siaff i
(x) Disease diagnosis and health conditions. Development Coordinator) by §/17/17 |

(xi) Dental and nutritional status.
{xiiy Skin Conditions.
{xiii)  Activily pursuit.

to ensure residents activities of daily
living functional statuses are coded

{xiv) Medicalions. comrectly and refiected Appropriately
{xv) Special treatments and procedutes. on the Certified Nursing Assistants
(xvi)  Discharge planning. Care Guides.

(xvii}  Documentation of summary information
regarding the additional assessment parformed ’

LABORATORY DIR\ECTOR'S OR PROVIDERISUPPUER REPRESENTATIVE'S SIGNATURE TITLE [X6) DATE

\N\.ﬂ.a.mﬂ—/ Qké’@-&_ﬁiﬁ’-«v /4/\/,4/_!‘/:;5%?{’,?—- S{/{f/{'?
Any deﬁcieh«cy statement ending with an asierisk {*} denoles a deficiency which the instilution may be excused frorr] correcling providig it is determined/that
other safeguards provide sufficient protection to the patienls. (See instructions.) Excepl for nursing hores, the finlings stalcd above are dxsclogab!e 90 days
following the date-of survey whether ar nol 2 plan of correction is provided. For nursing homes__lhe abave findings and plane of_co:r_ecuun_afe __dssc[os:ghle 14
days following lhe date these documents are made available to 1he facilily. f deficiencies are ciled, an approved plan of conection is requisite o conlinued

program parlicipation.
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on the

care areas {riggered by the completion
of the Minimum Data Set (MDS).
{xvili) Documentation of participation in
assessment. The assessment process must
include direct

observation and communication with
the resident, as weil as cormmunication with
licensed and

© non-icensed direct care staff members

on all shifts.

The assessment process must include direct
observation and communication with the resident,
as well as communication with licensed and
non-licensed direct care staff members on all
shifts.

This REQUIREMENT is not met as evidenced
by

Based on review of the Cenders for Medicaid and
Medicare Services (CMS) Resident Assessment
Instrument (RAI} Manual, review of faciiity poficy,
medical record review, observation, and
interview, the facility failed to ensure the
functional status of residents regarding their
actlivities of daily living (ADLs) was
comprehensively assessed for one resident (53}
aof three residents reviewed for ADLs, of 22
residents sampled.

The findings inciuded:

Review of CMS RAL Version 3.0 Manual for
Seclion GO110: Activities of Daily Living (ADL}
Assistance revealed the section entitled Coding
Instructions stated, "for each ADL activily,
consider all episodes of the activity that occur
over a 24-hour period during each day of the
7-day look back period, as a resident's ADL

What measure will be put in place
or systemic changes i:ade to ensure
that the deficient prasfice will not
recur.

The Minimum Data Set Nurse was in-
serviced by the Director of Nursing on
8/8/17 on the Activities of Daily
Living (ADL) Assistance policy
which addresses that all spisodes of
the activity that occur ¢ver a 24-hour
period during each day cf the 7 day
look back pertod, as a 1esident’s
activities of daily living self—
performance and the support required
may vary from day to day, shift to
shifi, or witlin shifis ancl the
responsibility of the per:on
completing the assessment therefore is
to caplure the total picture of the 7-
day period, 24 hours a d1y |
encompassing all shifts. The Activities
of Daily Laving policy was also
updated on 8/7/17 by the: Director of
Nursing to reflect that it e
documentation utilized 1o complete

the Minuimum Dala Sel /Assessmenis
will not be shredded. The Director of
Mursing or designee {Assistant
Directar of Nursing, Nu:sing
Supervisors, or Staff Development
Coordinator) will in-gersice all
Certified Nursing Assisiants and
licensed nmurses on the n:w Activities
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last 7days. Code 4, total dependence: if there

self-performance and support requiret may vary
from day to day, shift {o shift, or within shifis.” The
documentation further stated "Code 3, extensive
assistance: if resident performed part of the
activity over the last 7 days and help of the
following type(s) was provided three or more
times: weight bearing support provided three or
mare times, or full staff performance of activity
three or more times during part but not all of the

was full staff performance of an activity with no
parlicipation by resident for any aspect of the ADL
activity and the activity accurred three or more
times. The resident must be unwiliing ar unable to
perform any part of the activity over the entire
7-day look-back period.®

Review of the facility policy and procedure
“Activities of Daily Living (ADL) Assistance” dated
Octlober 2016, revealed, "...Coding Instructions
for each ADL activity: Consider all episodes of the
activity that occur over a 24-hour period during
each day of the 7-day look-back period, as a
resident’'s ADL seff-performance and the support
required may vary from day to day, shift to shift,
or within shifts... The responsibility of the person
completing the assessment therefore, is to
capture the total picture of the resident's ADL.
self-performance over the 7-day period, 24 hours
a day (i.e., not only how ihe evaluating clinician
sees the resident, but how the resident performs
on other shifts ag well.."

Medical record review revealed Resident #53 was
admitted to the facility on 12/14/16 with diagnoses
including General Anxiety, Type 2 Diabetes,
Spinal Stenosis, Schizophreniform Disorder, and
Chronic Kidney Disease.
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of Daily Living Flow Record whicl
F 272} Continued From page 2 F 272\ captures the yesident’s s:if -

performance along with the support
provided for all shifts by 8/17/17. New
hire staff will be in-sery’ ced during
their orientation period. '
The Director of Nursing . Assistant
Director of Nursing, or Ainimum
Data Set Nurse wil] audit 10 random
Minimum Data Set Assessments
monthly x 4 months to easure
activities of daily living are coded
correctly,

How the facility will monitor jts
corvective actions to ensure the
deficient practice is beiag corrected
and will not recur.,

The Administrator or [ivector of
Nursing will report findiags of the
Minimum Data Set Audit to the
monthly Quality Assurarice i
Performance Improvement Commiittee!
(members include: Conmunittes ‘!
Chairperson — Adminisirator; Director r
of Nursing; Medical Dhvector; Dietary |
Director; Pharmacy Repiesentative;
Social Services Director; Activities
Director; Environments] Director/
Safety Representative; ir fection
Control RepresentativesS taff
Development Coordinator: :
Rehabifitation Director; and Medical
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Records Director.) x 4 rnonths for
further suggestions andsor follow up
as needed. Any aberran:ies noted wil

F 272 | Continued From page 3 F 272

Medical record review of Resident #53's quarterly
Minimum Data Set (MDS) assessment dated

3/29/17 revealed the resident was assessed {o | belollowed up on with appropriate
require exiensive assistance of two staff for interventions put in place.
dressing.

Date of compliance: 8/17/177

Medical record review of the resident's quarterly
MDS assessment dated 6/29/17 revealed the
resident was assessed as totally dependent on
two staff for dressing. '

Medical record review of Resident #53's current
plan of care revealed the resident was identified
to have an ADL self-care performance deficit
related to impaired balance. The care plan
interventions included an intervention for dressing
that stated the resident needed extensive
assislance of two caregivers as she could be
combative with care.

Medical record review of Resident #53'
cumulative “Progress Notes" dated from 3/17/17
through 6/21/17 revealed no documentation of
the resident having a change in her ADL
functional status from extensive to fotally
dependent from March 2017 through June 2017.

Interview with Certified Nursing Assistant {CNA)
#1 on 7/19/17 at 8:10 AM, on the A unit hallway
outside Resident #53's room, revealed she was
assigned to provide care for the resident that day
and had dressed the resident that morning. CNA
#1 stated Resident #53 was fotally dependent on
staff for dressing and she was unaware of the
resident having had any change in her dressing
care neads over the last several months.

Interview with Licensed Practical Nurse (LPHNY #1
on 7M18/17 at 4:19 PM, and on 7/19/M17 at 8:48 ~
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AM, in the assessment office, revealed she was
the MDS assessment nurse. LPN #1 was asked
where she gets the infarmation for MDS coding
for ADL function, she staied, "I get the information
from the staff, and | have a form that [ put that
iformation on, then | put it into the MDS for that
seven-day period."” When asked if she has the
forms that she collects the ADL information from
staff, she confirmed {hat she does not keep those
forms. LPN#1 shared a blank copy of the F 282-
untitled and undated document and identified it as —
the document she used to gather resident i
information to code the MDS. LPN #1 stated after How the corrective action(s) will be
she coded the MDS she shredded the documents accomplished for those residents
and did not have any documented evidence to . i
show how she obfained information to code the foun(-} to have E.)een aifocted by the
resident's ADL function. When asked for daily deficient practice.
documentation that inciudes all ADL
documentation required for MDS Section G for Resident #37°s fall asses smicnt was
functional status, she confirmed the facitity completed on 8/9/17 by licensed
documentation does not incjude those items and - - -l F t]"' e vl
that it should. 11111:31115_3, personnel. Fall care plan v\{as
reviewed and updated on 8/9/17 with
interview with the Director of Nursing (DON) and individualized interventions to prevent
Administrator on 7/19/17 at 8:59 AM, in the further falis. The Minimam Data Set
administrator's office, confirmed the facility’s daily A it . g p
"ADL Documentation” does not include the COOId]'n_.a tor was respontible for
required MDS information for section G for completing the update.
functional slatus. They stated it should present for
accurate MDS coding. Interview confirmed the How the facility will id ntify other
MOXS nurse shold be doing assessments for Residents having the sotential to be
_MDS infprmation, along with using daily ADL affected by the s;xme (ﬁ(ﬁcieut l
informalion from the staff Lo |
F 282 | 483.21(b)(3)(i)) SERVICES BY QUALIFIED F 282 | practice.
8$8=G | PERSONS/PER CARE PLAN
New fall asscssments on all residents
(b)(3) Comprehensive Care Plans » was initiated on -8/9/17 by licensed
The services provided or arranged by the facility, uursing personnel and w 1l be |
. 3
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as outlined by the comprehensive care plan,
musk-

(i) Be provided by qualified persons in
accordance wilh each resident's written plan of
care, _ )

This REQUIREMENT is not met as evidenced
by: -
Based on medical record review, review of facility
records, review of emergency réom records,
ohservation, and interview, the facility failed to
implement the falls care plan to prevent falls for 1
resident (#37) of 22 residents reviewed, resulting
in a fall with a fracture and laceration requiring
staples (Harm).

The findings included:

Medical record review reveated Resident #37 was
admitted ta the facility on 10/31/13 with diagnoses
including Vascular Dementia with Psychosis,
Heart Failure, and Kyphosis (deformity of the
neck portion of the spine).

Medical record review of the Mirimum Data Set
(MDS) dated 3/8/17 reveated a score of 1 on the
Brief Interview for Mental Stalus, indicating
severe impairment in cognitive function. Further
review revealed the resident "sometimes
understands" and required limited assistance of
one person {o transfer. Review of the 4 MDS
assessments from 6/8/16-3/8/17 revealed no
change in cognifive function or assistance
required for transfer.

Medical record review of the current care plan
initiated 3/3/15 revealed, “...Focus.. Resident
remains at risk for falls r/t [related to] I [history]
of falls with hx rib fx [fracture)fpelvic x....Fioor

residents at rigk for falls The
Interdisciplinary Tean ( Administrator,
Nursing Director, Mininium Data Set
Nurse, Rehabilitation Director, Social
Worker, Staff Developir ent
Coordinator, Dietary Menager,
Activity Manager, and N ursing
Supervisor) will meet and review
current interventions in place and
determine appropriatene ss. This was
initiated on 8/8/17. The Iviinbnum
Data Set Coordinator wi | be
responsible for completing the update,
if applicable, on all residents by 8-17-
17. Care Plan and Care Guide audit
was Initiated on 8/8/17 aaxd will be
completed by 8-17-17 by licensed
nursing persounel to ensare care
mnterventions correctly reflect care to
be delivered by Certified Nursing
Assistants. The Interdisc plinary Team
will review cach resident incident
within 72 hours 1o ensure that
appropriate interventions,
vestigations, notification, and plan
of care is in place on the Fall Care
Plan Log. This was initiated 8/8/17.
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mat Date Initiated: 07/13/2016...Place a contour
mattress on her hed Date Initiated:

08/26/20186.. . Pressure pad alarm while in bed and
chair at afl times. Date Initiated:
Q7/12/20186...Regular bed- % side rails up X2 [two
side rails] for mobility. Dale Initiated:
03/03/2015...Scoot Chair for mobility as needed.
Date Initiated: 03/03/2015... Transfers to chair
with staff to prevent falls. Limited assist and one
caregiver Date Initiated: 07/12/2016.."

Review of an incident note dated 1/10/17 at 2:46
PM, revealed, "Activities director was waiking by
the patient's room and saw the patient sitting on
her floor mat next to her bed. The patient's bed
alarm not going off. .Y Further review revealed
the resident had no injuries.

Review of the facility's investigation and
interventions for the fall on 1710/17 revealed, the
faciiity did not address the care planned
intervention of the safety alarm not sounding at
the time of the fali,

Review of an incident note dated 1/26/17
revealed, "... At approx. [approximately) 0935
[9:35 AM] alerted by fhospice] staff member that
a resident was in the lobby on the floor and
needed assistance. This nursed observed
resident silting upright in floor with her back
against the couch in the lobby. Resident stated
she slid right off the couch el [and] denies any
pain.." Further review revealed the resident had
Ao injuries.

Medical record review of the resident's current
care plan revealed, "...Try using a non skid pad
under her buttocks to prevent sliding Date
Initiated: 01/27/2047..."

that the deficient practice will not
recr.

Certified Nursing Assist mits and
Licensed Nurses will be in-serviced by
the Director of Nursing :md/or
designee (Assistant Direstor of
Nursing, Staff Developent
Coordinator) on the Fafl:: and Fall
Risk Management Guidelines and the
Fal] Algorithm beginning 8/2/17 and
will be completed by §-17-17. The
policy discusses that inferventions
should be individualized according to
the resident’s needs. Once a resident
has been identified as be ng at risk for
falling and interventions have been
implemenied to minimiz: the risk of
falling, the information needs to be
communicated in the resident’s chart
(care plan), on the care guides for
Direct Care Staff, and in-servicing as
appropriale. New staff will be in-
serviced during their orientation
period. Staff that have m: ssed in-
servicing will ot be able to work 8-
17-17 or after uniil in-sesviced. The
Director of Nursing, Assistant
Director of Nursing, Nuzsing
Supervisor, or Staff Development
Coordinator will audit 2¢ random
residents who are at risk “or falis
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Medical record review of an incident note dated
21617 at 3:16 PM, revealed, "...alerted this nurse
to resident’s room. As entering room, this nurse
bserved [observed) resident sitting upright in the
fioor next to foot board of bed. Resident stated
she did not hit her head, volces & ¢/0 [no
complaints] et denies any pain..." Further review
revealed the resident had no injury.

Review of the facility's investigation and
interventions for the fall on 2/6/17 revealed,
"...Spoke with . NP...who will be at facility on
2/7117 and wilt eval [evaluate] residents's
[resident’s] meds [medications]. Will continue to
have aff safely devices in use at all times.. "
Further review revealed no indication if the care
planned interventions of the alarm and non skid
pad was in place and functioning to prevent the
fall.

Review of an incident note dated 2/13/17 al 12:30
AM, revealed, "._.nursing assistants assisted
resident to bed and immediately after leaving
room heard a thud followed by the bed alarm.
This nurse immediately responded and observed
resident lying on floor just passed floor mat with a
two CM [centimeter] open are [area] on forehead
wilh a red subsiance dripping, also a red
substance from nose and an ecchymosis
[bruising] on Lefl knee...Agreed to send to ER
[Emergency Raoom).. Resident ieft via ambulance
at @ 0045.."

Review of the emergency department record for
the local hospital reveated Resident #37 was
admitted at 53 minutes after midnight on 2113717
and the Discharge Summary, daled 2/13/17 at
2:55 AM, revealed "...Injtry to.. jeft iknee and

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES (5 PROVIDER'S PLAN OF &ORREGTIDN (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTIO ¢ SHOULD 8 COMPLETION
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DEFICIENCY}
3x/week % 4 weeks, then weekly x 4
F 282 Continued From page 7 282 weeks, then monthly ongoing to

ensure fall interventions are in place,
care plan and Certified Nursing
Assistant Care Cuides are updated to
prevent further falls.

How the facility will monitor its i
corrective actions to exsure the
deficient practice is being corrected
and will not recur.,

The Director of Nussing ¢r Assistant
Dizector of Nursing will rzport
{indings of the Fall Audit to the
monthly Quality Assurance
Performance Improvemert Comunitiee
(members include: Committee
Chairperson —~ Administralor; Director
of Nursing; Medical Diréctor; Dietary
Director; Pharmacy Repre sentative;
Social Services Director; Activities
Director; Environmental Tirector/
Safety Representative; Infsction
Control Representative/Stafl
Development Coordinater:
Rehabilitation Director; aid Medical
Records Director,) engoiny for further :
suggestions and/or follow up as !
needed. Any aberrancies noted will be
followed up on with appropriate
interventions put in place.

Date of Compliance: 8-17-17
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upper portion of face; Multipie abrasions
affecting...left knee and upper portion of
face...Laceration of forehead (closed with
staples); Closed fraclure of sixth cervical [neck]
vertehra..."
Observation of the resident on 7/18/17 at 9:30 F 323:
AM, with Licensed Practical Nurse (LPN) #2, in
the resident’s room, revealed the resident was in ) - . P
a narmal height bed positioned against the wali, How the.cm rective agt “m(?) will be
unable o be seen until the room was entered. accomplished for those residents
Observation of the resident's "Scoot chair” found to have been affocted by the
revealed the seat did nof have a nonskid pad. deficient practice.
Interview with LPN #2 on 7/18/17 at 6:30 AM, in . . .
the resident's roorn, revealed she was unaware Resident #37’s fall assessment was
the resident's chair was care planned far 2 completed on 8/9/17 by licensed
nonskid pad. Interview continued and the LPN mursing persorinel. Fall care plan was
stated the.Cert:fler:l Nursga Aides "can look a2l the reviewed and updated on 8/9/17 with
care plan in the front of the chart" for the C e . . ! _
resident's fall interventions individualized interventions to prevent
' further falls. The Mintmam Data Set
Interview with the Director of Nurses (DON} on Coordinator was responible for
7119117 at 1:25 PM, in the conference room, completing the update. lesident #37
confirmed the facility staff had riot investigated was also assessed for bed rail usage on
each fall and did not deveiop interventions to 8/9/17. Resident #37 will b
address the circumsiances of each fall. Interview L/ Residen iy 7 wili be
confirmed the resident sustained a cervical neck reassessed quarterly foz sontinued bed
fracture on 2/13/17. The DON stated, rail usage. :
"..interventions weren't always put into place to :
adaress falls... Rosident #’5 3,6, 16,631, and 53°s
Refer to F-323 water temperatures now fall within i
F 323 | 483.25(d}{ 1)(2){n){1)-(3) FREE OF ACCIDENT F 323| acceptable param.(_aters i IOTJ' -115
85=G | HAZARDS/SUPERVISION/DEVICES degrees Fahrenheit. The Maintenance
. Director reduced the tex perature on
{d) Accidents. the hot water heater on 7-18-17 once
The facilily must ensure that - )
1ssue was noted. 1
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(1) The resident environment remains as free
from accident hazards as is possible: and

(2) Each resident receives adequate supervision
and assistance devices fo prevent accidents.

(n) - Bed Rails. The facility must attempt to use
appropriate alternatives prior to installing 2 side or
bed rail. if a bed or side rail is used, the facility
must ensure carrect installation, use, and
maintenance of bed rails, including but not fimited
fo the following elements.

(1) Assess the resident for risk of entrapment
from bed rails prior to installation.

(2) Review the risks and benefits of bed rails with
the resident or resident representative and obtain
informed consent prior to instaliation.

{3) Ensure that the bed's dimensions are
appropriate for the resident’s size and weight.
This REQUIREMENT is not met as evidenced
Ly:

Based on medical record review, review of facifity
records, review of emergency room records,
observation, interview, and review of facility
policy, the facility failed to provide adequate
supervision to prevent fals for 1 resident (#37) of
22 residents reviewed, resulting in a fall with a
cervical fraclure and taceration requiring staples
{Harm); and the facility faited o maintain hot
water lemperatures within safe parameters to
prevent burns for & residents (#3, #6, #16, #463,
#1 and #53) of 22 residents reviewed.

The findings included:

How the facility will #:ntify other
Residents having the pitential to be
affected by the same deficient
practice.

New fall assessments on ail residents
was initiated on 8/9/17 by licensed
nursing persomnel and w ll be
completed by 8-17-17 to identify those
residents at risk for falls. The
Interdisciplinary Team {Administrator,
Nursing Director, Minismum Data Set
Nurse, Rehabilitation [H:rector, Social
'Worker, Staff Developinant
iCoordinator, Dictary Manager,
Activity Manager, and Nursing
Supervisor) will meet and review
current interventions inglace and
«determine appropriatenes s. This was
initiated on 8/9/17. The Miniraum
Data Set Coordinator will be
responsible for completing the update,
if applicable, on alt residents by 8-17-
17. Care Plan and Care Cuide audit
was initiated on 8/9/17 and will be
completed by 8-17-17 by licensed
nursing personnel to ensure care
interventions correctly refect care to
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| initiated 3/3/15 revealed, "...Focus...Resident

Medical record review revealed Resident #37 was
admitted to the facility on 10/31/13 with diagnoses
including Vascular Dementia with Psychosis,
Heart Failure, and Kyphosis (deformity of the
neck portion of the spine).

Medical record review of the Minimum Data Set
(MDS) dated 3/8/17 revealed a score of 1 on the
Brief interview for Mental Status, indicating
severe impairment in cognitive function. Further
review revealed the resident "sometimes
understands”.and required limited assistance of
one person to transfer. Review of the 4 MDS
assessments from 6/8/16-3/8/17 reveaied no
change in cognitive function or assistance
required for transfer.

Medical record review of the current care plan

remains at risk for falls i/t frelated ta)] hx [history]
of falls with hx rib fx [fracture)ipelvic fx... Flaor mat
Date Initiated: 07/13/2016...Place a contour
mattress on her bed Date Initiated:
09/26/2016...Pressure pad alarm while in bed and
chair at all imes. Dale Initiated:

07/12/2016.. Regular bed- % side rails up X2 [bwo
side rails] for mobility. Date Initiated:
03/03/2015...Scoot Chair for mobility as needed.
Date Initiated: 03/03/2015... Transfers to chair with
staff to prevent falls, Limited assist and one
caregiver Date initiated; 07/12/2018..."

Medical record review of the inferdisciplinary
Progress Notes revealed the resident had 6 falls
from August-November 2016 and was transferred
o a gero-psych unit in December 2016 in an
attempt to develop an improved therapeutic
medication regime (o address Anxiety, Insomnia,
Dementia with related Psychosis, and was

will review each resident incident
within 72 hours to ensure that
appropriafe interventions
investigations, notification, and plan
of care is in place on the 7all Care
Plan Log. This was initized 8/9/17.
All restdents with bed r4i's wiil be
screened for appropriateness by
8/17/17 by the Director 0" Nursing,

Supervisors, or Staff Dev slopraent
Coordinator. Side rails witl be
removed for those residér is in which
side rails are not appropriate. For
ihose residents who are expressing a
desire to kave bedrails, ar order will
be obtained by the atiending
physician, consent obtaifd by the
resident and/or responsible party, an
assessment completed for side rail
screening to ensure appra sriateness,’
and a care plan developed indicating
the need for the side rails. Attempt to
reduce the usage for side rails will be
made on a quarter]y basis.

_.! The Maintenance Director reduced the

“temperature on the hot water heater
that was responsible for tte elevated
temps on 7/19/17. The Preventalive
Maintenance Sheet was updated on

1

Assistant Director of Nursing, Nursing
f=) g1
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Assistants. The Interdiseiplinary Team :
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F 3231 Continued From page 11 F 323} on resident sinks,

| HOH [hard of hearing]..." and on 1/1 a7,

returned fo the nursing home on 12/16/M18.

Medical record review of the Psychiatric Nurse
Practitioner's progress noles revealed on
12/20/16, *._staff notes pt [patient] sl anxiously
incensolable post gpsych [geropsych] visit... Very

"...Insight poor Judgement poor Impulse conirol
poar Orientation x1 [to self] Memary poor...Mood
anxiousf/inconsolable. Affect worried..."

Review of an incident note dated 1/10/17 at 2:46
PM, revealed, "Activities divector was walking by
the pafient's room and saw the patient sitting on
her floor mat next ta her bed. The patient's bed
alarm not going off..." Further review reveajed
the resident had no injuries.

Review of the facility's investigation and
interventions for the fall on 1/16/17 revealed,
"...Resident seen today by...NP [Nurse
Practitioner]...and an extra dose of Xanax
[antianxiety] was ordered and administered. NP
notified of incident following administration and
nurse will continue to monitor hours of sieep on
shifts ta determine actual amount of sieep
restdent is getting. Safety measures in place and
proper working order..." Further review revealed
the facility did not address the safety alarm not
sounding at the time of the fall.

Review of an incident note dated 1/26/17
revealed, "...At approx. [approximately] 0935
[9:35 AM] alerted by [hospice] staff member that
a resident was in the lobby on the floor and
needed assistance. This nursed observed
resident sitling upright in fioor with her back
against the couch in the fobhy. Resident stated
she slid right off the couch et {and] denies any

What measure will beput in place
or systemic changes m:de to ensure!
that the deficient prastice will not
recur.

Certified Nursing Assistants and ,
Licensed Nurses will be n-serviced by!
the Director of Nursing and/or E
designee ( Assistant Director of
Nursing, Staff:Development
Coordinator) on the Fall and Fall Risk
Management Guidelines and the Fal)
Algorithm beginning 8/2/17 and will
be compieted by 8-17-17. The policy
discusses that interventioas should be
individualized, according to the
resident’s needs. Once ¢ yesident has
been identified as being 2t risk for
falling and interventions 1ave been
implemented to minimize the risk of |
falling, the information n=eds to be
communicated in the resi-dent’s chart
(care plan), on the care muides for !
Direct Care Staff, and in-servicing as
appropriate. New staff vwill be in-
serviced during their orientation .-
period. Staff that bave missed in-
servicing will not be able to work 8-
17-17 or after until in-sexviced. The
Director of Nursing, Assistant
Director of Nursing, Nuising
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pain..." Further review revealed the resident had
no injuries.

Review of the facility's investigation and
interventions for the fall on 1/26/17 revealed
adjusiments to the resident's medications were
made prior to the fall on 1/26/17. Adjustments
were to Klonopin {benzodiazepine) and Zyprexa
(antipsychotic) on 1/18/17, and to Zyprexa again
on 1/24/17. After the fall the facility requested the
Psychiatric Nurse Practitioner to review
medications and no adjustments were made.

Medical record review of the resident's current
care plan revealed, “... Try using a non skid pad
under her buttocks ta prevent sliding Date
Initiated: 01/27/2017__"

Medical record review of an incident note dated
26117 at 3:16 PM, revealed, .. alerted this nurse
to resident's room. As entering room, this nurse
bserved [observed] resident sitting upright in the
floor next to foot hoard of bed. Resident stated
she did not hit her head, voices 0 ¢/0 {no
complainis] et denies any pain..." Further review
revealed the resident had no injury.

Review of the facility's investigation and
interventions for the fall an 2/6/17 revealed,
“...Spoke with.. NP...who wili be at facility on
21717 and will eval [evaluate] residents's
[residen{'s] meds [medications]. Will continue to
have all safety devices in use at all times..."
Further review revealed no indication if the alarm
or non skid pad was in place and functioning to
prevent the fall. Review revealed medication
adjustients were made to the resident's
Zyprexa, Buspar (antidepressant), Klonopin, and

Temazepam (benzodiazepine).
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Supervisor, ot Staff Dev2lopment
F 323 | Gontinued From page 12 F 323| Coordinator will audit 20 random

residents who are at risk for falls :
3xfweek x 4 weeks, then weekly x 4 |
weeks, then monthly ongoing to
ensure fall interventions are in place, |
care plan and Certified Mursing
Assistant Care Guides are updated to .
prevent further falls. The Director of |
Nursing, Minimum Data Set Nurse,
Assistant Director of Nu-sing, Staff
Development Coordinalor, or Nursing
Supervisors will audit 21 residents
with side rails quarterly 10 ensure
residents with side rails 1emain
apprepriate for side ralis and ensure
consents and orders forside rails are
present in the resident’s chart. The
Director of Nursing, Assistant
Director of Nursing, or Staff
Development Coordinator will in-
service all licensed nurses on the Side
Rail Policy by 8-17-17.. All new hires
will be in-serviced durinz their
orientation period.

The Maintenance Director will '
conduct temperature tests on the front,
middle, and back of E znd F wings
{where the temyss were o1t of range)
Sxfweel x 4 weeks, then weelly x 4
weeks, then monthly onigoing. This
was imitiated on 7/19/17. A, B, C, and
> wings will also have temperature
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Medical record review of the Psychiatric Nurse
Praclitioner's progress notes dated 2/7/17
revealed, "Staff notes pt takes Klonogin at around
7-8pm sleeps and then wakes around midnigh,
they give prn [as needed] dose and sometimes
she sleeps and sometimes she doesn't.
Persistent insomnia recenfiy..."

Review of a nursing progress nole dated 2/12/17
at 6:15 AM, revealed, "Resident has been awake
all night, seeking attention, has been to bed
multiple times but would not stay, denies pain or
discomfort. "

Review of an incident note dated 2/13/17 at 12-30
AM, revealed, “...nursing assistants assisted
resident to bed and immediately after leaving
room heard a thud followed by the bed atarm.
This nurse immediately responded and ohserved
resident lying on floor just passed floor mat with a
lwo CM [centimeter] open are [area] on forehead
with a red substance dripping, also a red
substance from nose and an ecchymosis
[bruising] on Left knee...Agreed to send to ER
(Emergency Room)...Resident left via ambulance
at @ 0045 "

Review of the emergency department record for
the local hospital revealed Resident #37 was
admitted at 53 minutes after midnight on 2113717
and the Discharge Summary, dated 2/13/17 at
2:35 AM, revealed .. Injury to...left knee and
upper portion of face; Multiple abrasions
affecting.. left knee and upper portion of
face...Laceration of forehead (closed with
staples); Closed fracture of sixth carvical fneck)
vertebra.. fransfer to another hospital... Trauma,. "

X43 10 ID
e {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTIC N SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG 1+ & APPROPRIATE
DEFICIENCY
chiecks monthly on fron, middle, and
F 323 [ Continued From page 13 F 323
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back-of wings ongoing. 1o include
resident sinks. A, B, C.and wings
had no issues with temp watures
during survey.

How the facility will monitor its
corrective actions to cnsure the __
deficient practice is befng corrected 1
and will not recur. ]

!

The Director of Nursing or Assistant
Director of Nursing will repart

findings of the side rail zudit and fall
audit to the monthly Quelity

Assurance Performance improvement
Committee (members inslude:
Committee Chairperson -
Administrator; Director of Nursing;
Medical Director; Dietary Director;
Pharmacy Representative:; Social i
Services Director; Aclivities Director; !
Environmenta! Directo:/ Safely
Representative; Infecticr Control :
Representative/Staff Development
Coordinator; Rehabilitation Dircctor; |
and Medical Records Director.) '
ongoing for further suggestions and/or ‘
follow up as needed. The Maintenance
Director will report findiags of the
temperature audits to the monthly
Quality Assurance Performance
Improvement meeting ronthly
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Review of the Neurosurgery Consult dated 5
23117 at 7:.41 AN, at the Trauma hospital,
revealed a vertebral artery injury had been ruled
cut, "...the CB arterio-tubercle is not involved in
the stability of the C [cervical/neck] spine and
therefore does not require any freatment...”
Further review reveaied the resident was
transierred back to the nursing home at 10:04 AM
on 2/13/17.

Review of the facility’s investigation and
interventions for the fai} on 2/13/17 revealed,
"...Call placed to...NP...for med adjustment to
promote nighttime sleep/rest for resident,
Haloperidol fantipsychotic] dosage adjustment
made..."

Observation of the resident on 7/18/17 at 9:30
AM, with Licensed Practicat Nurse (LPN} #2, in
the resident’s room, revealed the resident was in
a normal height bed positioned against the wall,
unable to be seen until the room was entered.
Chbservation of the resident's "Scoot chair"
revealed the seat did not have a nonskid pad.

Interview with LPN #2 on 7/18/17 at 9:30 AM, in
the resident's room, confirmed there was not a

nonskid pad present and she was unaware the

resident's chair was fo have a nonskid pad.

Interview with the Director of Nurses (DON) on
7119117 at 1:25 PM, in the conference room,
confirmed the facility staff had not investigated
each fall and did not develop interventions to
address the circumstances of each fall, prior to
the 211317 fall with fracture. Interview confirmed
the resident sustained significant trauma and a
cervical nheck fracture on 2/13/17. The DON

stated, "1 can only answer for what has happened
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ongoing for further suggestions and/or
follow up as needed. A oy aberrancies
noted will be followed ap on with
appropriate interventions pul in place.

Date of Compliance: 8-17-17

% //7/ e

-

FORM CRiS-2567(02-99) Previous Verstons Obsalate Cvent I0: 72PH11 Facility 10: TH5302 It contintialion shesal Page 15 of 1¢



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/02/201
FORM APPROVE|
OMB NO. 0938-039

since t came in April of this year...the siaff did not
know how to do a raot cause
investigation...interventions weren't always put
infe place lo address fails..."

Review of policy and procedure "Standards for
Nursing Homes" dated March 2014, received on
7119117 at 10:50 AN from Maintenance Staff #2,
revealed, "...Hol waler at shower, bathing and
hand washing facilities shall be between 105
degrees F (Fahrenheit) and 115 degrees F."

On 7/17117 at 10:35 AM, observations were mads
of resident rooms and hot water temperatures
were measured. The hot water temperatures
were 120 degrees Fahrenheit (F) in the
bathrooms of Resident #3, #6, #16, and #63.

On7M7M7 at 11:08 AM, an interview and
observation with Maintenance Staff #1 was made
in the rooms of Resident #1 and #53.
Maintenance Staff #1 obtained a hot water
temperature in the sink of Resident #1 and #53.
He verified the hot water temperature was 120
degrees F. He verified hot water temperatures
should be between 105 and 115 degrees F.
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